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Health is of crucial importance to every human being, and good health begins at
home. Medical empowerment is as important to the black community as economic,
educational, occupational and environmental issues.
Social workers must understand the uniqueness of the elderly diabetic African
American, as well as the phase of life in which individuals have to complete the
integration of their experiences and the closure of an existence bordering on death. This
is a demanding existential experience for social workers. This is particularly relevant
for young social workers. Those social workers who are relatively young, may not have
the same perspective on life as those who are aged. Because of this, many social
workers may find working with the elderly African American males and females
particularly difficult.
According to Millory (1964) social workers harbor a conviction, conscious and
unconscious, that older people "can progress in only one direction — down, seeing only
death in (the older person's) future, they wonder, 'What is the use... ?'." Perhaps, rather
than own up to this anxiety, it is safer to rationalize its rejection in the grounds of cost
effectiveness and to argue that it makes no sense to invest substantial number of
resources in treatment and services for people who have little time left to live.
1
2
The devaluation of social work practice with older African American rests on a
deeply ingrained idea of racism and therapeutic nihilism that views this aging group as
impervious to change. The ambivalence sometimes felt by many social workers
concerning, the alleged futility ofgerontological practice has not yet been resolved. This
ambivalence is imderstandable in light of the fact that most social workers come in
contact with the aged who are frail, in times of crisis only, after these individuals have
been ravaged by repeated losses. This society does not necessarily favor social discourse
between those of different elderly ethnic generations.
There is a need for social workers to resolve their ambivalence about dealing with
older people and decide to engage in gerontological practice. This is not an affective
process only. For as Hamilton (1954) has observed, "learning is an ego function, worked
out on the level ofunconscious processes, even though deeper determinants may be
present." This is particularly relevant for the social work practitioner to understand that
to ignore this population or deny their rightful place in society would profoundly damage
the mural quality of life for all.
Social workers in medical settings and community agencies can expect to see
more individuals with these chronic conditions in the future. In diabetes there is a
delicate interplay between the person's emotional life and satisfaction and his/her ability
to live with and control his/her condition. Social workers must understand that the
requirement for adequate diabetic control can affect the person's attitude toward
himselfrherself and his/her interpersonal relationships. Much depends on the previously
existing personality patterns and the interaction of his/her family life.
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It is significant for social workers to have an understanding of the interaction
between anxieties and problems encountered by the elderly diabetic African Americans.
This study should enable the social worker to assist this population more skillfully.
While social workers understand that diabetes is generally considered to be an
inherited condition, there is some indication that it can be precipitated by emotional
stress. The amount of technical information the elderly diabetic African American males
and females must understand may well be the single most important factor regarding the
diabetic compliance regimen.
Statement of the Problem
Diabetes is surprisingly common among older adults and represents an important
health problem for this population. Currently 11% of the U.S. population are over 65
years, and studies show that the niunber of the people in this age group are increasing at a
rate three times greater than that of the general population. It is expected that by the year
2020, more than 20% of the population (more than 50 million people) will be over age
65. Furthermore, persons over age 85 represent the fastest growing segment of the
population (Lipson, L.G., 1986).
Diabetes prevalence increases with age. It is the seventh leading cause of death in
the United States. It was estimated from 1986 to 1988 that 9.6% ofall the people in the
U.S. over the age of 65 had been diagnosed with diabetes. (Barrett-Connor, E. 1989).
The prevalence of diabetes is higher among blacks than whites, with black women
showing a rate twice that ofwhite women. Black women over the age of 75 have the
highest rate of diabetes - about one in four. The population ofblack elderly people is
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increasing, and it is estimated that this group will constitute a larger population of older
adults with diabetes in future (Harris, Hadden, Knowler, and Bennett, 1987).
The vast majority of older African American adults show the characteristics of
non-insulin dependent diabetes mellitus, with a strong association with obesity; positive
family history; and improved glycemia with diet, weight correction and oral
hypoglycemic agents. Diabetic care is complicated. It is expensive. It requires the
person with diabetes to be knowledgeable, have good cognitive and motor skills, and be
motivated to implement selfmanagement of the disease. The disease is better controlled
when support people are actively involved with the diabetic person. A weak link in all of
these areas may reduce adherence to the regimen. The continuing deaths of African
American elderly is a marker of inadequate knowledge and treatment they receive.
Statement of the Purpose
The purpose of this study is to explore the relationship between assessment,
awareness, and compliance of the elderly African American males and females to the
diabetes treatment regimen. It is essential that the social worker be aware of the
ramifications of diabetes in working with afflicted elderly African Americans. Social
workers can provide information on diabetes to African American community. Social
workers must understand that the diabetic regimen can become the focus for arguments
within the family. The anger and frustration that diabetics and their families feel will be
exacerbated, and reflected in destructive ways toward self and others.
The social work research intern became interested in this topic because of an
internship at a local hospital. This social work research intern observed that many of the
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internship at a local hospital. This social work research intern observed that many of
the new diabetics, appeared shocked, frightened, and even had moments of panic. This
research intern learned liiat many of the diabetic clients presented with a sense of
despair because they face a lifelong incurable condition. This is relevant for social
workers to understand and appreciate. The amount of technical information the elderly
diabetic African American must absorb about diet and insulin treatment can seem
overwhelming, and he/she may have doubts about his/her ability to care for
himselfrherself. The diabetic elderly African American must learn to be responsible for
the actual treatment.
Diabetes poses such severe problems ofmanagement and psychosocial stress to
the elderly African American and for their families. Social workers must apply with
this population goal-setting behaviors.
Significance of the Study
By comparison with other diseases, diabetes receives very little money for
research, teaching and treatment. The public must be better informed. Although
diabetes has reached epidemic proportions in minority communities, only 15% of these
communities' tax dollars go to study diabetes in minorities according to a 1992 study by
the United States General Accoimting Office (National Center for Health Statistics,
1994.). "The magnitude and effects ofdiabetes in black Americans remain relatively
unstudied, concurs a 1997 report by National Institute ofHealth (National Diabetes
Information Clearing House, 1997.). It adds, 'despite evidence that [Type 2 diabetes] is
more prevalent and conveys more extensive morbidity in this group than in the general
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population'." At the same time, it will be through more appropriately directed research
that the diabetes crisis in the black community can be ended. The health care system
must change as well. Doctors must be educated to be responsive to the special risks of
diabetes in the African American community, and they must respond with swiftness.
Too many physicians, and for that matter social workers, simply do not understand the
circumstances that make diabetes a killer disease among Afiican Americans. When
diabetes takes its toll, too many experts blame the victims instead of reforming a health
care system that is frequently inaccessible, vmaffordable and unreliable. Social workers
must develop the tools necessary to address those factors adversely impacting the health
of this oppressed population.
CHAPTER TWO
REVIEW OF THE LITERATURE
This chapter will review the professional and research literature as it relates to the
study variables. The specific study variables are demographics, assessment, awareness,
and compliance with diabetic treatment regimen.
Demographics
Diabetes is a chronic disorder ofmetabolism characterized by insulin deficiency.
Of the 17.2% who had diabetes, 26.3% were bothered by it a great deal. The percentage
across the three age groups was fairly stable. 18.5% in the cohort 55-64 years of age
reported physician diagnosed diabetes as compared to 17.3% in those 65-7 years of age
and 14.5% in the oldest age category (Edmonds, 1982).
It is important for social workers to consider some basic demographics about
elderly African American males and females with diabetes. African American and
certain other social and ethnic groups account for 90-95 percent of type 2 diabetes.
According to Weeks (1984), by the mid-1980s there were 260 million people over
age 65 in the world, and the tenth of them were in the United States.
The majority of studies among ethnic elderly have been conducted on African
Americans and that African Americans 65 and over (numbers in millions) make up 7.9
percent of the ethnic aged (Barresi, 1980).
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Historical forces continually shape the status and character of the older African
American. The African American elderly population is growing at a faster rate than the
general population, the African American population is not as aged as its non-minority
counterpart. According to Manuel and Reed (1982), while 7.9 percent of the black
population was over 65 years of age, the black aged will increase by 45.6 percent, over
20 percentage points more than the non-minority population. For the year 2000, the
black aged population of the total black population will rise from 7.9 to 9.3 percent.
The age and sex composition of the elderly African American population reflects
the fact that the morality differential between the sexes becomes less pronounced during
the advanced years among African Americans.
With regards to income resources for this population, there is a precipitous
decline in income. According to Henle (1972), the poverty index is the level of income
considered necessary to maintain aminimum acceptable standard of living for families
with specified sets of characteristics. The poverty gap for elderly African Americans has
remained relatively unchanged. This 25.5 percent more of the African Americans were
below poverty in 1970, and while this figure was down to 21.2 percent in 1967, it
increased 22.3 percent in 1979, just about one-half of today's elderly African American
population are close to or below the poverty threshold.
Neugarten (1974) argued that the chronic illness and role losses, the 'miseries'
associated with advancing years, are far more characteristics of the population over age
75 than those below it. It has been suggested in the literature that advanced aging is often
considered a woman's issue. Over 1.5 million women are over 85 years of age, but only
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about 676,000 men, almost 70% of this age group was female. Women live longer than
men largely because men have a higher death rate from heart disease and intend to adopt
certain high-risk behaviors (Manton, and Soldo, 1985).
Women tend to have a slight edge in education, but men tend to have more
income of all kinds, except for public assistance. Longino (1986) noted that three
quarters of the U.S. population 85 years and older received income from Social Security.
Slightly more older men than older women received Social Security benefits. The
"feminization ofpoverty" seems to be evident even among the oldest Americans (Minkler
and Stone, 1985). Economic trend data are only available for the total elderly population
aged 65 and older.
Assessment
Self assessment of health has been identified as the most important determinant of
satisfaction among the aged (Palmore and Luikart, 1972). The aged are more likely than
the young and middle-aged to perceive their health as poor, and the minority aged are
even more likely to report poor health. To merely note that older people or black elderly
perceive more health problems is rather simplistic. What about the nature of the
conditions shaping relative health assessment? Some illnesses are acute, while others are
chronic.
"Perhaps the first challenge ofgeriatrics is to understand which are 'normal' aging
and which represent a disease process. Physical changes related to aging that are
considered normal are best described as universal, progressive, and irreversible."
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(Gambert, S.R., 1990). Any changes or declines in ability, however, should be evaluated
and not simply dismissed as normal.
Functional ability is the degree of independence with which a person is able to
perform common activities of daily living. Total functioning can be divided into four
major areas: physical, cognitive, emotional and psychosocial (Messena, M.D., 1991).
The ability to function on all areas has impact on total health and the ability to
care for one's self In addition, the significant events in a person's life, the demands of
family and friends, the environment ofdaily living and personal values related to health
and daily living have the impact on a person's total functioning ability (Gallo, Reichel
and Anderson, 1988). Each of these areas needs to be assessed as the first step in the care
and education process for older adults.
Older persons with diabetes are at an increased risk for functional limitations.
They vary greatly in the extent to which their cognitive abilities change with age, but a
significant decline is not inevitable, affecting just about 5% to 10% ofpersons over age
65 (Messena, M.D., Beizer, J.L., 1991). Cognitive changes owing to normal aging
include slowing but not elimination of the ability to create and retrieve memory. It is
fairly well established that NIDDM (non-insulin dependent diabetes mellitus) patients
perform more poorly on various cognitive tasks than those who do not have diabetes
(Messena, M.D., Beizer, J.L., 1991). Cognitive ability has an impact on how the older
person both learns about diabetes and carries out the treatment program.
The sensory declines of aging among the elderly provide an additional challenge
for diabetes education. Among people over 65,20% have visual impairments, with
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cataracts and macular edema or degeneration as the most common (Knight and Kesson,
1986). Cataract development can lead to blurred vision. Macular edema may cause
double vision, whereas macular degeneration results in a loss of central vision, which
interferes with reading (Miller, L.V., 1984). Asking patients to read a newspaper or
numbers on an insulin syringe are simple ways to estimate visual ability. Because the
prevalence of diabetic retinopathy increases with aging, the education program needs to
include the importance of annual ophthalmologic examinations (Morley, J.E., 1988).
Presbycusis leading to hearing deficits is present in one fourth to one half of all
older patients. This diminished hearing can negatively impact a patientDs ability to hear
and xmderstand the information that they need to care for themselves.
Age related changes in physical function and the patient's ability to perform
activities of daily living need to be taken into account in the educational process.
Assessment and treatment too often hinge on white middle class norms and values.
Social workers must apply the assessment to the situation and the ethnic experience of the
older black people. For instance, assessment must consider black culture, the life-style of
the black people, the stage of development, previous adaptation, and the present situation.
An assessment of the older person's social environment provides information about losses
of intimate person's, income, independence, and social roles; the attitudes, feelings, and
behaviors associated with those losses; and an understanding ofhow the individual has
adjusted to the changes. In addition, the worker needs to gather information from the
client and the family structure, housing, work or retirement, fiiendship patterns, income,
social roles, and leisure activities and interests, to obtain valuable insights into how social
factors contribute to the clients problems and how those factors can aid and support
treatment (Butler and Lewis, 1982).
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Awareness
Very little work has been done on the psychosocial impact of diabetes on older
adults; however, their emotional response is probably similar to the response of younger
persons. Self esteem, bodily integrity, self-worth, autonomy, independence and control
may all be challenged by a diagnosis of diabetes. The ability to deal with these feelings
is affected by previous coping style, social support and economic factors.
Basic information about older black clients is essential for an imderstanding of the
psychosocial consequences of aging and the social worker who is providing services to
elderly blacks, but little is known about the processes of aging among blacks (Carter,
1972). Black life and black experience encompass the rich history, heritage, culture,
value orientations, hopes, and aspirations of its people. It is a philosophical stance,
survival posture, and an organizing principle around which black life is understood and
further developed. But while older blacks have as a group experienced a lifetime of
social, psychological, and economic disadvantages in the form of inadequate housing,
poor medical care, job discrimination, improper nutrition, and alienation in a hostile and
exclusionary society, each person in the group has experienced these limitations in his or
her own individual way.
Thus, the social worker must become proficient at individualizing all clients,
regardless of racial or ethnic affiliation. Clients must be known by their own identifying
biopsychosocial characteristics, their role and status in their immediate society, their
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interaction with people around them, their modes of adaptation and of coping, their
strengths and weaknesses, and their own uniqueness as a black person from all other
black persons.
Factors essential for healthful growth and self-realization are the feelings of
security that result largely from a sense of acceptance and belonging. In their
communities, older blacks are generally accorded respect, dignity, and recognition, but
outside the familiar environments and in interactions with whites, their behavior may be
marked by caution. Social workers, particularly white social workers, must realize that
they may be regarded with suspicion by older black clients and must exercise restraint
and give older black clients time to feel comfortable and less guarded in their presence.
One setting in which older black clients feel more comfortable and secure is in their own
homes, so the importance ofworking with older blacks in their own homes cannot be
understated.
Older black clients have been coping and dealing with problematic situations all
their lives, so when they are seen by a social worker they are at a stage in their lives
where they are particularly vulnerable (advancing age compounds health and other
problems), where inner and outer reserves are overtaxed, and where social interventions
are needed to enhance their psychosocial functioning. Workers must see these clients as
human beings with a range of feelings, attitudes, and coping abilities. In meeting the
needs of the black elderly, it is also important to understand their vmderlying value
system, the core of existence of all blacks that determines for them what is of
considerable worth. Needs are gauged through values and are therefore accurate
indicators of those values.
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Compliance
The daily care of diabetes is complex and its treatment often initiates the need to
incorporate meal planning, exercise and blood glucose monitoring into activities of daily
living.
Diabetes has impacted on family relationships for older adults. Between
husbands and wives, communication has been found to decrease, and stress and
loneliness to increase. Many spouses (particularly wives) must accept care
responsibilities and may find the demands overwhelming (Leifson, J., 1989).
Social support, or lack of it, appears to impact on the patient's self care behaviors.
Although families can provide a great deal of assistance with diabetes care, spouses may
be frail or have chronic illness of their own. It is generally difficult for adult children
with other responsibilities to be involved in the necessary day to day care.
On the economic front, older Americans consistently have incomes roughly two
thirds that ofyounger adults. Although older adults have fewer expenses than during
their child-raising years, they still have to pay for basic needs as other people. "Because
older adults spend proportionally more on health care, housing and food than younger
adults, these difficulties often manifest themselves in inadequate nutrition, housing and
medical care" (Bahr, S.J., 1989). Older adults who are members of the ethnic minorities
appear to be at greatest risk for the negative impacts of aging on income, health and some
measures of life satisfaction (Kart, C.S., 1990).
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According to (Ho, 1987), "The process ofmutual goal setting with the black
family" requires the worker "to assume an 'ecostructural' approach that considers a
family's environment and community". The ecostructural reality frequently includes
welfare, courts, schools, Medicaid, food stamps, and a variety of other supportive
services.
Environment conditions or systems most likely to impinge on older black families
include the health care system (Medicare, Medicaid, etc.). Social Security, food stamps,
transportation, and the legal system. Because these systems are integral components of
the daily functioning ofmany older black families, social workers must be
knowledgeable about social service systems and other help providing agencies. They
must also be willing to work collaboratively with a variety of service providers.
Public institutions have assumed responsibility for providing certain goods and
services that neither older individuals nor their families are able to provide. An important
part of commanding one's own life and destiny is the opportunity to be connected with
those goods and services. Therefore, social work treatment models need to give more
attention to the concept of resources and linkage systems as a basic aim of social work
practice. Resources and linkage systems can connect people with goods and services and
help them deal effectively with the complex arrangement ofurban structures.
Elderly black clients have been coping and dealing with crises all their lives, but
they are now at a stage in life where their inner and outer reserves are depleted. Many
have been denied equal access to goods and services. Social workers must initiate,
arrange or develop viable pathways to rectify this injustice.
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Low literacy handicaps many patients and certainly complicates care and
education. Regimen complexity is conversely related to compliance. The more steps
involved in the regimen, the less likely the patient will be to comply. The black elderly
poor have had limited opportunities to escape poverty through the two most common
means — a decent job and a good formal education. Approximately 6 percent of the black
elderly have had no formal education, compared with only 3 percent found among
whites. Even among black elderly with formal schooling, only 17 percent completed
high school, compared with 41 percent among the white elderly (Aging America, 1987-
1988). Despite the differential treatment, discrimination, and a lack of personal and
societal resources, the majority of black elderly are not lonely and unhappy. They have
developed coping strategies that have enabled them to survive in today's society.
Theoretical Framework
The purpose of this paper is to propose a research framework that provides a
professional focus on the individual his/her environment within the health care system.
Theories are tools for organizing information into sensible patterns of explanation and
prediction. All theories rest on assumptions or beliefs. Among minority older people,
there is more going on than any or all known theories can explain. Yet the critical
question remains: "Does the ecological perspective represent enough about what is going
on to allow valid sense making to take place?" The question is important for more than
merely its scientific application. Social work policy for the aged is and will continue to
be made on the basis of empirical social work research; all social work research ideally is
based on implicit or explicitly. In this study an exploration is made of ecological
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perspective. Itwill focus on how useful the ecological orientation is in explaining what is
going on, and what is likely to occur, among African American elderly diabetic.
While the paucity of social work research in this area of elderly African American
diabetes limits the application of ecological perspective, and will require largely
inferential conclusions, the ecological perspective is useful in as much as it can (1) begin
the process of theoretically focusing future research on the elderly African American
diabetic, and (2) extend the explanatory domain of the theory.
The ecological perspective according to its authors Germain and Gitterman
(1980), is a potentially unifying force for social work. The theory proposed that human
needs and problems generated by the transactions between people and their environment
are viewed as part of a single unitary system in which each continually influences and
impacts on the other. Not only are person and environment viewed as independent parts
of a single system, in which each continually influences and impacts on the other, but the
development and survival ofboth are seen as dependent on the nature of their mutual
transactions.
Germain conceptualizes the environment as taking into account physical and
social attributes. Both physical and social environments are seen as "affected by cultural
values, norms, knowledge and beliefs that patterns social interaction and determine how
we use and respond to the physical environments". Recently, such social work concepts
as social networks, support systems and bureaucratically organized service and work
system are being highlighted as components of the social environment.
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The practitioner using an ecological approach understands the complexities of the
person - environment transaction. Mallucio (1981) characterizes assessment in most
practice approaches as "careful imderstanding of the clients system, that is the special
needs, qualities, problems, goals and behaviors of the person, family or group." This
theory will guide this study.
Definition ofTerms
1. Diabetes Mellitus: is a common, chronic, systemic disease characterized
by glucose intolerance or the inability of the body to properly use glucose.
2. Assessment: an evaluation of the functional ability of the person or
individual to perform common activities of daily living. Total functioning
can be divided into fourmajor areas — physical, cognitive, emotional and
psychosocial. The ability to function in these areas has an impact on total
health and the ability to care for one's self.
3. Awareness: having perception or informed knowledge.
4. Compliance: if a patient does the things they are asked to do to say
healthy, they are in compliance with the doctor's advice.
5. Elderly Males: men between the ages of 65- who were either admitted to
Grady 5B Medical Surgical Unit or visited Grady Diabetes Clinic.
6. Elderly Females: women between the ages of 65 - who were either
admitted to Grady 5B Medical Surgical Unit or visited Grady Diabetes
Clinic.
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7. Diabetes Regimen: A systematic course of treatment or behavior, persons
with diabetes have to follow.
8. Treatment: the application of remedies to relieve or cure a disease or
disorder.
9. Diabetes Regimen: a systematic course of treatment or behavior which
diabetes have to follow.
10. NIDDM: Non-insulin dependent diabetes mellitus.
Statement of the Hypothesis
HAl: There is no statistical relationship regarding the assessment and
compliance of the elderly African American males and females to the
diabetic regimen.





This is an exploratory and descriptive study. It is intended to explore and assess
compliance of the African American elderly male and female to the diabetes regimen.
An exploratory study explores a research question (about which little is known),
to uncover generalizations and develop hypotheses that can be investigated and tested
later with more precise, and hence, more complex designs and data gathering techniques
Grinnell, Richard M., Jr., (1997). Basically, descriptive studies are used to provide
detailed information about the interrelationship of certain variables concerning the
phenomenon in question (Weschler, Reinberg and Dobbin, 1981).
Descriptive studies can link two variables and establish correlations, such as
between poverty and certain types of social problems or between alcoholism and family
background. Cause and effect cannot, however be specified.
Setting
The setting for the research was a local public hospital - Grady Memorial




A simple non-probability convenience sample was utilized. This sample
consisted of thirty African American elderly males and females who, were willing to
respond to the researcher's questionnaire.
Variables used to select this population included African American elderly
males and females, ages sixty-five (65) through eighty-five (85). A total of thirty (30)
African American elderly males and females were interviewed for this study. Of the
thirty (30) participants, fourteen (14) were males and sixteen (16) were females.
Data Collection Procedure/Instrumentation
The data for this study were obtained through individual interviews with each
participant using a structured questionnaire. On in-patient basis, ten (10) males and ten
(10) females were interviewed by the researcher over a three day period. At the
Diabetes Clinic, a designated nurse was instructed on how and whom to administer the
questionnaire to, over the same period. The questionnaire was administered after the
patients had been treated and were leaving the doctor's office. Before administering the
questionnaire, preliminary tasks were accomplished. These included written permission
to the Charge Nurse and written permission to the participants. The charge nurse was
given a copy of the questionnaire. Confidentiality and anonymity were ensured. From
the sample, persons were given the option to refuse to participate in the study.
The questionnaire took between seven to ten minutes to complete. Sincere
thanks and gratitude were given to all the participants. The questionnaire was collected
from participants the same day it was administered.
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The instrument consisted of forty (40) questions. It had four sections. Section I
consisted of seven questions regarding personal demographics. Section II and Section
III were scales to measure two important domains of functioning of older people,
developed by the same authors Lawton and Brody (1969). Section II - the Physical Self
Maintenance Scale consisted of six items containing ratings of self-care ability in areas
of toileting, feeding, dressing, grooming, locomotion, and bathing. Section III, a
somewhatmore complex set of behavior named Instrumental Activities ofDaily Living
(lADL), an eight item scale for rating telephoning, shopping, food preparation,
housekeeping, laundering, use of transportation, medicine, and financial behavior.
The Physical Self Maintenance Scale items met Guttman’s (1947) scaling
criteria for males and females combined. The Instrumental Activities ofDaily Living
items formed an eight point scale forwomen and a five point scale for men. Validation
was seen in patterns ofmoderate correlations of these scales with other functional
measures such as Physical Classification, rated by the physician on basis of complete
medical history, physical and laboratory examinations, the Mental Status Questionnaire
and the Behavior and Adjustment rating scales. According to Lawton and Brody
(1969), the five scales together are each divided into different levels of functioning of
the individual, yet, competence at one level is likely to be related to competence at
another, with the amount of shared variance differing as a direct function of the
proximity of the pairs of levels to each other in the hierarchy of complexity. All
correlations are significant at the .01 level except for the Behavior Adjustment
Instructional Activities ofDaily Living correlations which just misses the .01 level.
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Both scales are found to have practical utility in widely diverse settings, with a
range ofpopulation groups of aged, and for a variety of goals. Practitioners using the
scales report their usefulness in the case work process with aged client and family and
as teaching and training materials for staffnew to work with the aged. The Physical
SelfMaintenance Scale and Instrumental Activities ofDaily Living have been used to
plan facilities and services, and the authors suggest that their use with large groups of
community residents could point up gaps in service and lead to guidelines for their
development. The ratings were assigned numbers from 0 through 4. 4= the highest
score for those who could perform activities ofdaily living independently and 0 for
those completely imable.
Section IV consisted of 19 questions focussing on Compliance on Illness
Attitude Scale. The Instrument determined how in compliance the elderly patient was
with treatment regimen. The responses were often; sometimes; rarely; and no. Other
responses were yes; and no; depending on the nature of question asked.
Data Analysis
The data were coded and analyzed using SPSS software. Simple descriptive
statistics was used to analyze the data. This included frequency distribution, percentage
and T-test table and Pearson's "r" table.
CHAPTER FOUR
PRESENTATION OF RESULTS
This study explored the relationship between assessment awareness and compliance
of the elderly African American males and females toward the diabetes treatment regimen.
There were two hypotheses.
The Null Hypothesis
HA: There will be no statistical relationship between assessment and compliance
of the elderly African American diabetic males and females.
Table 1
Pearson's "r" Results
Analysis of the relation between Assessment and Compliance
"r" = .296, p<.05, N=30
The hypothesis was rejected. There was no statistically significant correlation regarding
assessment and compliance of the elderly African American diabetic.
Table 2
Pearson's "r" Results
Analysis of the relation between Assessment and Awareness.
"r" = .308, p<.05, N=30
The hypothesis was rejected. There was no statistically significant correlation regarding
the assessment and awareness of the elderly African American diabetic.
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Analysis of the difference betweenmale and female regarding their assessment.
Mean SD df P t
Male 19.9 15.3 28 .05 .301*
Female 18.1 16.1
From the above T-test analysis, the hypothesis was rejected. There was no
significant difference betweenmale and female regarding their assessment.
Table 4
T-test Results
Analysis of the difference between male and female regarding their compliance.
Mean SD df P t
Male 38.2 8.4 28 .05 .051
Female 38.4 9.1
As seen in the T-test analysis the difference between male and female regarding
compliance, the hypothesis was rejected. There was no statistically significant




Analysis of the difference between male and female regarding their awareness.
Mean SD df p t
Male 5.1 1.5 28 .05 .526*
Female 4.8 1.7
The Above T-test analysis of the difference between male and female regarding their
awareness, the hypotheses was rejected. There was no statistical difference between male





Age Male Female Total
65-69 5 16.7 4 13.3 7 23.3
70-74 0 0.0 0 0.0 0 0.0
75-79 4 13.3 3 10.0 7 23.3
80-84 4 13.3 7 23.3 11 36.7
85-90 1 3.3 1 3.3 2 6.7
Total 14 46.7 16 53.3 30 100
As shown in Table 6, ages ranged from 65-90 years. Responses indicated that 23.3
percent were 65-69 years old, 23.3 percent were 75-79 years old, 36.7 percent were 80
years old and 6.7 percent were in the 85-90 years range.




Marital Status Male Female Total
Married 2 6.7 5 16.7 7 23.3
Single 2 6.7 3 10.0 5 16.7
Widowed 8 26.7 8 26.7 16 53.3
Divorced 1 3.3 0 0.0 1 3.3
No Answer 1 3.3 0 0.0 1 3.3
Total 14 46.7 16 53.3 30 100
As indicated in Table 7,23.3 percent were "married," 16.7 percent were "single", 53.3
percent were "widowed", 3.3 percent were "divorced", and same 3.3 percent did not
respond to the question.
Table 8 - Education
N = 30
Frequency (%)
Education Male Female Total
10th grade or less 7 23.3 11 36.7 18 60.0
High school diploma 4 13.3 4 13.3 8 26.7
Some college 0 0.0 0 0.0 0 0.0
College degree 2 6.7 1 3.3 3 10.0
Graduate degree 0 0.0 0 0.0 0 0.0
No answer 1 3.3 0 0.0 1 3.3
Total 14 46.7 16 53.3 30 100
When asked the level ofEducation, as shown on Table 8,60 percent was 10th grade of less,
26.7 percent had High School diploma, 10 percent had a college degree and 3.3 percent did
not respond. There was no response to "some college" and a no response for "graduate
degree" either.
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Table 9 - Religious Preference
N = 30
Frequency (%)
Religious preference Male Female Total
Protestant 1 3.3 1 3.3 2 6.7
Catholic 2 6.7 0 0.0 2 6.7
Baptist 10 33.3 10 33.3 20 66.7
Methodist 0 0.0 0 0.0 0 0.0
Muslim 0 0.0 0 0.0 0 0.0
Other 1 3.3 4 13.3 5 16.7
No Answer 0 0.0 1 3.3 1 3.3
Total 14 46.7 16 53.3 30 100
The following were respondents responses when asked to indicate their religious
preference, 6.7 percent were "Protestant", 6.7 percent were "Catholic", 66.7 percent
were "Baptist", 16.7 percent indicated "Other" and 3.3 did not respond. There was no
response to "Muslim" and no response to "Methodist".
Table 10 - Source of Income
N = 33
Frequency (%)
Source of Income Male Female Total
Social Security 11 37.7 13 43.3 24 80.0
Old age assistance 4 13.3 2 6.7 6 20.0
Own earnings 0 0.0 1 3.3 1 3.3
Husband/wife's earnings 0 0.0 0 0.0 0 0.0
Veterans assistance
Savings 0 0.0 0 0.0 1 3.3
Money from children 0 0.0 1 3.3 1 3.3
Insurance 0 0.0 0 0.0 0 0.0
Other 0 0.0 0 0.0 0 0.0
0 0.0 0 0.0 0 0.0
Total 16 53.3 17 56.7 33 110
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As indicated in Table 10, respondents were asked to check all sources of income.
Responses were, 80 percent checked "Social Security," 20 percent, checked "Old age
assistance," 3.3 percent checked "Own earnings," 3.3 percent indicated "Veteran
assistance," and 3.3 percent indicated "Savings." "Money from children" indicated a no
response, "Insurance" indicated no response, "Other," indicated no response, and also no
response to "husband/wife's earnings".
Table 11 - Living Arrangement
N = 30
Frequency (%)
Living arrangement Male Female Total
Lives alone in own
home
3 10.0 3 10.0 6 20.0
Lives with family 2 06.7 6 20.0 8 26.7
Nursing home 7 23.3 6 20.0 13 43.3
Personal care home 2 06.7 1 03.3 3 10.0
Total 14 46.7 16 53.3 30 100
As shown in Table 11, these were the responses when respondents were asked about
their living arrangement, 20 percent lived "alone in home", 26.7 percent lived with
"family", 43.3 percent resided in a "nursing home" and 10 percent resided in a "personal
care home".




Children Male Female Total
Yes 2 6.7 5 16.7 7 23.3
No 9 30.0 9 30.0 18 60.0
No Answer 3 10.0 2 6.7 5 16.7
Total 14 46.7 16 53.3 30 100
For the last demographic question these were the responses when respondents were
asked to indicate if they had any children, using a "yes or no". As shown on Table 12,
23.3 percent answered "yes", 60 percent "no" and 16.7 percent did not respond to the
question.
Attention: Please note that the remaining tables (13 - 45) pertaining to the topic are
located in the Appendix.
CHAPTER FIVE
SUMMARY AND CONCLUSION
The key objective of this exploratory descriptive study was to assess the
relationship between assessment and compliance of the elderly African American males
and females with the diabetes regimen.
The presentation of results started with the hypotheses and demographics
variables for both African American males and females. There were two hypotheses.
Responses to the hypotheses was addressed by using various data analysis. Descriptive
statistics were used to identify frequency distributions. The Pearson's "r" Test was
utilized to determine if variables reflected statistical levels of significant results. T-test
was also used to determine levels of statistically significant results using identified
variables. The results of the study were then analyzed.
With regard to demographics, the results of study indicated majority 36.7 percent
of respondents were in the 80-84 age group. A majority of 53.3 were also widowed and
60 percent had 10* grade or less. The study also showed that majority (43.3%) lived in
nursing homes. The majority (80%) lived on Social Security Disability and also majority
(60%) had children.
Based on the results of the Pearson's "r" analysis presented in Chapter IV, the
hypotheses claiming a relation between males and females regarding assessment and
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compliance and assessment awareness were both rejected. There was no significant
correlation regarding assessment and compliance.
On determining relation between assessment and compliance, results showed with
30 participant the statistical significance of r = .296 which was not significant. To
establish any significance using Pearson "r" critical value of correlation coefficient table
the "r" critical has to be .349 at 0.5 level with 30. But since the result was .296 the
hypothesis was rejected for lack of statistical correlation. The hypothesis was again
rejected in regards to relation between assessment and awareness. Using the same "r"
critical values with df= 30 value r = .308<.05. From the results of the T-test analysis
also shown in Chapter IV, the null hypothesis was rejected. There was no statistical
significance found between male and female regarding assessment and compliance and
awareness. The assessment of the male subjects revealed higher assessment for male than
for female. It should be noted that with regards to compliance there was no statistical
significant difference, however with awareness assessment males had higher awareness
than females.
In conclusion, the study reviewed the theoretical fi'amework ecosystem
perspective as it relates to elderly Afirican American males and females regarding then-
assessment and compliance to the diabetes regimen in order to come up with implications
for social work practice and future research. The study aimed at exploring assessment,
compliance and awareness of the elderly African American diabetic patient as it pertains
to risk factor and proper education.
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Limitations of the Study
This study concentrated on assessment and compliance of the elderly African
American males and females. It did not consider the yoimg males and females, nor the
Caucasian population or other populations. The results of the study cannot therefore be
generalized to the wider population. The results of the study can only be applied to the
sample population studies. Self-reported data can be subjected to biases, as a result of
fear of disclosing certain personal information.
Suggested Research Directions
For social workers traditionally, programs such as community health promotion
and disease prevention have focused on development (for example, identifying program
models or developing public information materials or curriculum). The process for
translating programs has received much less attention. This lack of attention to the
"translation" aspect of the process has led to failures even for the best-conceived and
highly funded community based programs.
Further research needs to be conducted on psychosocial aspects of illness seeking
behavior among this population so that social workers can better understand a host of
dynamics at play. Further research is also needed to develop optimal capabilities for the
social worker intervention strategies, treatment, care and prevention to diabetes and its
complications. Lastly, empowerment of community members has been cited by Paulo
Freire and others as an effective prevention model that can promote health in all personal
and others as an effective prevention model that can promote health in all personal and
social arenas. The model suggests that participation of people in group action and
dialogue efforts enhances control and belief in the ability of people to change their own
lives (Freire, 1968). Employment is intended to result in increased self-efficacy and an
enhanced ability on the part ofpatient with diabetes to achieve their own self-care goals
(Funnell, Anderson & Arnold, 1991).
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
Diabetes is a common disease in this society, obstacles that hinder elderly African
American males and females in their adjustment to medical treatment regimen were
explored. Social workers with this population must employ great flexibility and
imagination in their work with the elderly diabetic African American males and females.
Social workers must use techniques and skills based on social work empirical
research knowledge of human behavior, other than those based on subjective experiences
with this population. Social workers must leam to listen well to what each individual
diabetic elderly African American say about his/her feelings, about being an elderly
African American diabetic. If a person's needs as an individual are not accounted for or
met satisfactorily, his/her needs as a diabetic elderly African American perhaps would
never be understood and his/her total life adjustment will never be complete.
The study suggests educational strategies to increase compliance with treatment
and medication. It is important to note, that the reasons for the diabetes patient education
are so broad and varied that key issues under the categories of barriers to learning and
barriers to compliance/adherence need to be addressed.
Low literacy handicaps many patients and certainly complicates care and
education. Print materials are written at varying reading levels and are often culturally
35
36
specific. Social workers need to determine reading levels and help select appropriate
materials. Hand written simple instmctions may be most useful to the patient with low
literacy skills. Print materials with many pictures and white space will be less
intimidating.
Regimen complexity is conversely related to compliance. The more steps
involved in the regimen, the less likely the patient will be to comply. Social workers
need to be aware that simplicity and specific directions are necessary for improving
patient compliance. Nobody likes to be told what to do. But increasing the commitment
and participation of the patient in the teaching/leaming process and the follow up care
should be a common goal of social workers.
Family and care partner involvement also increased adherence to diabetes
regimen. People with diabetes who have family/care partner support, indicate greater
intentions to adherence than those without support. The family's adjustment to the
diagnosis and understanding of the components of care will enhance adherence.
With medications, the first step for the social worker implementing medication
education for families, is to acknowledge the family and patient as experts in their own
experiences with drugs.
Although there is considerable variety in the structure of educational programs,
curricula tend to include the following topics: rationale for and benefits ofmedication,
classes of drugs, including chemical and brand names, side effects and how to cope with
them, effects ofdrug and alcohol use and nutrition.
Social workers in assisting the patients' compliance with medication need to 1)
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acknowledge medication and medication compliance as an issue of concern and potential
intervention; take a serious interest in it and ask questions about it; 2) educate patients
and families about diabetes and treatment, including medication and compliance issues;
3) assist in monitoring medication effects and teach patients and families to do the same;
4) teach skills in decision making and problems solving, and emphasize their application
to problems with medication and medication compliance; 5) encourage consistent after
care by maintaining a warm and caring clinic atmosphere, by using telephone reminders,
and by always reinforcing attendance.
It is time for social workers to go beyond the "physicians helper role" in which
physicians go unchallenged. Instead workers must move toward advocacy, clinical
competence and creativity in dealing with patients and compliance issues. Social workers
must develop the tools necessary to address those factors adversely impacting the health












Cares for self at toilet completely 5 16.7 4 13.3 9 30.0
Needs to be reminded or need help 1 3.3 4 13.3 5 16.7
Soiling or wetting while asleep 2 6.7 0 0.0 2 6.7
Soiling or wetting while awake 1 3.3 0 0.0 1 3.3
No control of bowel or bladder 5 16.7 8 26.7 13 43.3
Total 14 46.7 16 53.3 30 100
Table 14A





Eats without assistance 7 23.3 6 20.0 13 43.3
Eats with minor assistance 1 3.3 1 3.3 2 6.7
Feeds selfwith moderate assistance 2 6.7 4 13.3 6 20.0
Requires extensive assistance 4 13.3 4 13.3 8 26.7
Does not feed self at all, resists efforts of others 0 0.0 0 0.0 1 3.3
to feed him/her









Dresses, undresses and selects clothes from own 4 13.3 4 13.3 8 26.7
wardrode
Dresses and undresses selfwith minor assistance 2 6.7 1 3.3 3 10.0
Needs moderate assistance in dressing 1 3.3 3 10.0 4 13.3
Needs major assistance in dressing 6 20.0 5 16.7 11 36.7
Completely rmable to dress self and resist efforts 1 3.3 3 10.0 4 13.3
of others to help
Total 14 46.7 16 53.3 30 100
Table 16A





Neatly dressed, well-groomed without assistance 4 13.3 4 13.3 8 26.7
Grooms self adequately with occasional minor 2 6.7 1 3.3 3 10.0
assistance
Needs moderate and regular assistance 2 6.7 4 13.3 6 20.0
Needs total groomed care 5 16.7 7 23.3 12 40.0
Actively negates all efforts of others to maintain 1 3.3 0 0.0 1 3.0
grooming




What is participant's ability with ambulation?
Questionnaire 12 Frequency (%)
E. Physical Ambulation Male Female Total
Goes about 1 3.3 2 6.7 3 10.0
Ambulates with residence 5 16.7 3 10.0 8 26.7
Ambulates with another person 1 3.3 0 0.0 1 3.3
Ambulates with railing 1 3.3 0 0.0 1 3.3
Ambulates with care 0 0.0 2 6.7 2 6.7
Ambulates with walker 0 0.0 1 3.3 1 3.3
Ambulates with wheelchair 3 10.0 3 10.0 6 20.0
Completely unable to ambulate 3 10.0 5 16.7 8 26.7
Total 14 46.7 16 53.3 30 100
Table 18A





Bathes selfwithout help 4 13.3 2 6.7 6 20.0
Bathes selfwith help in getting in and out of tub 1 3.3 3 10.0 4 13.3
Washes face and hands only, but cannot bathe 2 6.7 0 0.0 2 6.7
rest of body
Does not wash self but is cooperative with those 6 20.0 6 20.0 12 40.0
who bathes him/her
Does not try to wash self and resists efforts to 1 3.3 5 16.7 6 20.0
keep him/her clean
Total 14 46.7 16 53.3 30 100
Appendix A continued
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INSTRUMENTAL ACTIVITIES OF DAILY LIVING SCALE
Table 19A
What is the functional level ofparticipant's ability to use the telephone?
Questionnaire 14
A. Ability to use telephone Male
Frequency (%)
Female Total
Operates telephones on own initiative 5 16.7 4 13.3 9 30.0
Dials a few well known numbers 1 3.3 1 3.3 2 6.7
Answers telephone but does not dial 4 13.3 4 13.3 8 26.7
Does not use telephone at all 4 13.3 7 23.3 11 36.7
Total 14 46.7 16 53.3 30 100
Table 20A





Takes care of all shopping needs independently 3 10.0 3 10.0 6 20.0
Shops independently for small purchases 2 6.7 1 3.3 3 10.0
Needs to be accompanied on any shopping trips 1 3.3 0 0.0 1 3.3
Completely unable to shop 8 26.7 12 40.0 20 66.7




What is the functional level ofparticipant's in food preparation?
Questionnaire 16
C. Food Preparation Male
Frequency (%)
Female Total
Plans, prepares and serve means independently 2 6.7 4 13.3 6 20.0
Prepares adequate meals if supplied with
ingredient
0 0.0 0 0.0 0 0.0
Heats and serves prepared meals 4 13.3 0 0.0 4 13.3
Needs to have means prepared and served 8 26.7 12 40.0 20 40.0
Total 14 46.7 16 53.3 30 100
Table 22A





Maintains house alone 3 10.0 4 13.3 7 23.3
Performs light daily tasks such as bed making 1 3.3 0 0.0 1 3.3
and dish washing
Performs light tasks but cannot maintain 1 3.3 0 0.0 1 3.3
acceptable levels of cleanliness
Does not participate in any house keeping tasks 9 30.0 12 40.0 21 70.0




What is the functional level ofparticipant's in laundering?
Questionnaire 18 Frequency (%)
E. Laundry Male Female Total
Does personal laundry
Launders small items










Total 14 46.7 16 53.3 30 100
Table 24A
What is the functional level ofparticipant's in using transportation?
Questionnaire 19
F. Mode ofTransportation Male
Frequency (%)
Female Total
Travels independently in public transportation or
drives own car
3 10.0 2 6.7 5 16.7
Arranges own travel via taxi but does not use
public transportation
0 0.0 1 3.3 1 3.3
Travels on public transportation when assisted
or accompanied by another
4 13.3 3 10.0 7 23.3
Travel limited to taxi or automobile with
assistance of another
1 3.3 5 16.7 6 20.0
Does not travel at all 6 20.0 5 16.7 11 36.7




What is the participant's functional level of taking responsibility for own medication?
Questionnaire 20
G. Responsibility for own medication Male
Frequency (%)
Female Total
Responsible for taking medication in correct 2 6.7 3 10.0 5 16.7
dosages at correct time
Takes responsibility ifmedication is prepared in 3 10.0 2 6.7 5 16.7
advance in separate dosage
Is not capable of dispensing own medication 9 30.0 11 36.7 20 66.7
Total 14 46.7 16 53.3 30 100
Table 26A
What is participant's functional level for handling finances?
Questionnaire 21
H. Ability to handle finances Male
Frequency (%)
Female Total
Manages financial matters independently 2 6.7 3 10.0 5 16.7
collects and keeps track of income
Manages day to day purchases, hut needs help 2 6.7 1 3.3 3 10.0
with banking, major purchases, etc.
Incapable ofhandling money 10 33.3 12 40.0 22 73.3
Total 14 46.7 16 53.3 30 100
Appendix A continued
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COMPLIANCE AND ILLNESS ATTITUDE SCALE
Table 27A
Are you in compliance with your medical treatment regimen?
Questionnaire 22 Frequency (%)
Male Female Total
No 1 3.3 1 3.3 2 6.7
Rarely 0 0.0 2 6.7 2 6.7
Sometimes 3 10.0 4 13.3 7 23.3
Often 10 33.3 9 30.0 19 63.3
Total 14 46.7 16 53.3 30 100
Table 28A
Do you worry about your diabetes?
Questionnaire 23 Frequency (%)
Male Female Total
No 0 0.0 1 3.3 1 3.3
Rarely 0 0.0 2 6.7 2 6.7
Sometimes 4 13.3 3 10.0 7 23.3
Often 10 33.3 10 33.3 20 66.7









No 4 13.3 1 3.3 5 16.7
Rarely 0 0.0 1 3.3 1 3.3
Sometimes 0 0.0 1 3.3 1 3.3
Often 10 33.3 13 43.3 23 76.7
Total 14 46.7 16 53.3 30 100
Table 30A





No 3 10.0 1 3.3 4 13.3
Rarely 0 0.0 1 3.3 1 3.3
Sometimes 1 3.3 5 16.7 6 20.0
Often 10 33.3 9 30.0 19 63.3









No 3 10.0 2 6.7 5 16.7
Rarely 0 0.0 1 3.3 1 3.3
Sometimes 4 13.3 4 13.3 8 26.7
Often 7 23.3 9 30.0 16 53.3
Total 14 46.7 16 53.3 30 100
Table 32A
If a pain lasts a week or more, do you believe that you have developed a more advanced





No 1 3.3 1 3.3 2 6.7
Rarely 0 0.0 2 6.7 2 6.7
Sometimes 3 10.0 3 10.0 6 20.0
Often 10 33.3 10 33.3 20 66.7




Do you avoid habits whichmay be harmful to you such as smoking?
Questionnaire 28 Frequency (%)
Male Female Total
No 1 3.3 2 6.7 3 10.0
Rarely 0 0.0 0 0.0 0 0.0
Sometimes 2 6.7 1 3.3 3 10.0
Often 11 36.7 13 43.3 24 80.0
Total 14 46.7 16 53.3 30 100
Table 34A





No 1 3.3 2 6.7 3 10.0
Rarely 0 0.0 0 0.0 0 0.0
Sometimes 3 10.0 5 16.7 8 26.7
Often 10 33.3 9 30.0 19 63.3









No 4 13.3 2 6.7 6 20.0
Rarely 2 6.7 5 16.7 7 23.3
Sometimes 3 10.0 2 6.7 5 16.7
Often 5 16.7 7 23.3 12 40.0
Total 14 46.7 16 53.3 30 100
Table 36A





No 2 6.7 3 10.0 5 16.7
Rarely 0 0.0 0 0.0 0 0.0
Sometimes 1 3.3 1 3.3 2 6.7
Often 11 36.7 12 40.0 23 76.7




Are you afraid that you may have another serious illness?
Questionnaire 32 Frequency (‘Vo)
Male Female Total
No 3 10.0 2 6.7 5 16.7
Rarely 0 0.0 1 3.3 1 3.3
Sometimes 2 6.7 3 10.0 5 16.7
Often 9 30.0 10 33.3 19 63.3
Total 14 46.7 16 53.3 30 100
Table 38A
In general, would you say your health is
Questiormaire 33 Frequency (%)
Male Female Total
Excellent 0 0.0 1 3.3 1 3.3
Very good 0 0.0 0 0.0 0 0.0
Good 6 20.0 9 30.0 15 50.0
Fair 6 20.0 4 13.3 10 33.3
Poor 2 6.7 2 6.7 4 13.3
Total 14 46.7 16 53.3 30 100
Table 39A
Are you aware of the reasons for and benefits ofyour medication?
Questionnaire 34 Frequency (%)
Male Female Total
Yes 14 46.7 12 40.0 26 86.7
No 0 0.0 4 13.3 4 13.3




Are you clear in your understanding of the side effects of yourmedication and how to cope
with them?
Questionnaire 35 Frequency (%)
Male Female Total
Yes 11 36.7 11 36.7 22 73.3
No 3 10.0 5 16.7 8 26.7
Total 14 46.7 16 53.3 30 100
Table 41A
Are you able to identify warning signs in your diabetes and how to cope with them?
Questionnaire 36 Frequency (%)
Male Female Total
Yes 11 36.7 13 43.3 24 80.0
No 3 10.0 3 10.0 6 20.0
Total 14 46.7 16 53.3 30 100
Table 42A
Are you aware of the effects of smoking, drugs, and alcohol use on your diabetes?
Questionnaire 38 Frequency (%)
Male Female Total
Yes 12 40.0 14 46.7 26 86.7
No 2 6.7 2 6.7 4 13.3




Have you attended classes regarding nutritional needs of diabetes?
Questionnaire 38 Frequency (%)
Male Female Total
Yes 11 36.7 11 36.7 22 73.3
No 3 10.0 5 16.7 8 26.7
Total 14 46.7 16 53.3 30 100
Table 44A
Have you had any health training classes to help you to become more expert on your
diabetes condition
Questionnaire 39 Frequency (%)
Male Female Total
Yes 12 40.0 15 30.0 27 90.0
No 2 6.7 1 3.3 3 10.0




Was this health training education provided by?
Questionnaire 40 Frequency (%)
Male Female Total
Physician 5 16.7 7 23.3 12 40.0
Nurse 11 36.7 12 40.0 23 76.7
Social worker 0 0.0 0 0.0 0 0.0
All of the above 2 6.7 1 3.3 3 10.0
No answer 1 3.3 1 3.3 2 6.7





Sex: (a) Male (b) Female
1. Do you mind telling me your age?
( ) 65 - 69
( ) 60 - 74
( ) 75 - 79
( ) 80 - 84






3. What is your level ofeducation?
( ) 10* grade or less
( ) High school diploma
( ) Some college
( ) College degree
( ) Graduate degree








565.I will read a list and I'd like you to name all the sources ofyour income
( ) Social Security
( ) Old age assistance Welfare)
( ) Own earnings
( ) Husband/wife's earnings
( ) Veterans assistance
( ) Savings
( ) Money from children
( ) Insurance
( ) Other specify
6. What kind of living arrangements do you have
( ) Lives alone in own home
( ) Lives with family
( ) Nursing home
( ) Personal care home
7. Do you have any children? ( ) Yes ( ) No
APPENDIX C
SECTION II ASSESSMENT SCALE
PHYSICAL SELF - MAINTENANCE SCALE
(Please check one)
8. Toilet
( ) Cares for self at toilet complete
( ) Needs to be reminded or need help
( ) Soiling or wetting while asleep
( ) Soiling or wetting while awake
( ) No control of bowel or bladder
9. Feeding
( ) Eats without assistance
( ) Eats with minor assistance
( ) Feeds selfwith moderate assistance
( ) Requires extensive assistance
( ) Does not feed self at all resists efforts of others to feed him/her
10. Dressing
( ) Dresses, undresses and selects clothes from own wardrode
( ) Dresses and undresses selfwith minor assistance
( ) Needs moderate assistance in dressing
( ) Needs major assistance in dressing
( ) Completely xmable to dress self and resist efforts of others to help
11. Grooming
( ) Neatly dressed, well-groomed without assistance
( ) Grooms self adequately with occasional minor assistance
( ) Needs moderate and regular assistance
( ) Needs total groomed care




( ) Goes about
( ) Ambulates with residence
Ambulates with assistance (check one)
a) ( ) another person
b) ( ) railing
c) ( ) care
d) ( ) walker
e) ( ) wheelchair
f) ( ) completely unable to ambulate
13. Bathing
( ) Bathes selfwithout help
( ) Bathes selfwith help in getting in and out of tub
( ) Washes face and hands only, but cannot bathe rest of body
( ) Does not wash self but is cooperative with those who bathe him
( ) Does not try to wash and resists efforts to keep him clean
SECTION III
INSTRUMENTAL ACTIVITIES OF DAILY LIVING SCALE
AWARENESS)
What is the functional level ofparticipant in these areas of activities ofdaily living.14.Ability to use telephone
( ) Operates telephones on own initiative
( ) Dials a few well knovra numbers
( ) Answers telephone but does not dial




( ) Takes care of all shopping needs independently
( ) Shops independently for small purchases
( ) Needs to be accompanied on any shopping trip
( ) Completely unable to shop
16. Food Preparation
( ) Plans, prepares and serve meals independently
( ) Prepares adequate meals if supplied with ingredients
( ) Heats and serves prepared meals
( ) Needs to have meals prepared and served
17. House Keeping
( ) Maintains house alone
( ) Performs light daily tasks such as bed making and dishwashing
( ) Performs light tasks but cannot maintain acceptable levels of cleanliness
( ) Does not participate in any housekeeping tasks
18. Laundry
( ) Does personal laundry
( ) Launders small items
( ) All laundry must be done by others
19. Mode ofTransportation
( ) Travels independently in public transportation or drives own car
( ) Arranges own travel via taxi but does not use public transportation
( ) Travels on public transportation when assisted or accompanied by another
( ) Travel limited to taxi or automobile with assistance of another
( ) Does not travel at all20.Responsibility for own medications
( ) Is responsible for medication in correct dosages at correct time
( ) Takes responsibility ifmedication is prepared in advance in separate dosage
( ) Is not capable of dispensing own medication
Appendix C continued
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21. Ability to Handle Finances
( ) Manages financial matters independently budgets, writes checks, pay rents, bills, goes
to bank) collects and keeps track of income
( ) Manages day to day purchases, but needs help with banking, major purchases, etc.




COMPLIANCE AND ILLNESS ATTITUDE SCALE
Place the number next to the responses 1,2,3,4,5) that best fits your opinion
in the blank in front of the question. Work quickly.
1 = No 2 = Rarely 3 = Sometimes 4 = Often22. Are you in compliance with your medical treatment regimen?23. Do you worry about your diabetes?24. Are you worried that you may have serious health complication in the future?25. Does the through of serious health complication scare you?26. If you have a pain, do you worry that it may be caused by another serious health
condition?27. If a pain lasts a week or more, do you believe that you have developed a more
advanced stage of your diabetes?28. Do you avoid habits which may be harmful to you such as smoking?29. Do you avoid foods that may not be healthy?30. Do you examine your feet daily to find out whether there is something wrong with
them?31. Are you afraid that you cannot control your diabetes?32. Are you afraid that you may have another serious illness?33. In general, would you say your health is: Check one below)
1. excellent 2. very good 3. good
4. fair 5. poor34. Are you aware of the reasons for and benefits of your medication?
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Appendix D continued35. Are you clear in your understanding of the side effects of your medication and how
to cope with them?36. Are you able to identify warning signs in your diabetes and how to cope with them?37. Are you aware of the effects of smoking, drugs, and alcohol use on your diabetes?38. Have you attended classes regarding nutritional needs of diabetes?39. Have you had any health training classes to help you to become more expert on
your diabetes condition?40. Was this health training Education) provided by:
1. Physician 2. Nurse





Ms. Veronica J. Smallwood, LMSW




My name is Veronica Gambrah and I am enrolled in the Master’s Program at Clark
Adanta University School of Social Work. I am currendy completing a study on the
assessment, awareness and compliance of the A&ican American elderly males and
females to the diabetes regimen. I amwriting this letter to you to request your assistance
in gaining access to the diabetic patients admitted on your area. Please review the
enclosed questionnaire. The patient's participation is voluntary and all informaton given
will be held in strict confidence. The data gatheredwill be used solely for the purpose of
my thesis.
If you would like to find out about the results of this study, a copy will be made
available for your review. Please feel firee to contact me at 404) 761-3105.
Correspondence should be sent to:
Veronica Gambrah
3925 Melanie Woods Dr.
College Park Ga 30349




223jA.MesP. Brawley Drive, S.W. • Atlanta, Georgia 30314-4391 (404) 880-8000







From: Veronica J. Smallwood LMSW, Grady Social Services.
To whom it may concern:
Re: Theses Research: Social Work Intern interview with diabetic patients who are
alert and oriented.
Ms. Veronica Gambrah, a second year SocialWork graduate student interviewed
diabetic patients, who were alert and oriented, at area SB. The patients gave
permission to be interviewed by signing consent forms.






My name is Veronica Gambrah and I am enrolled in the Master’s Program at Clark Atlanta University
School of Social Work. I am currently completing a study on living with diabetes: assessment and compliance
of the Afiican American elderly males and females to the diabetes regimen. Please assist me in completing
this questionnaire. Your participation is strictly voluntary.
Be assured that this information will be used for the sole purpose of this study. I encourage you to answer
each item on the questiormaire as carefully and accurately as possible.
Your time in completing this questionnaire is greatly appreciated. If you would like to find out about the
results of this study, a copy will be mailed to you if you leave your name and address at the end of the
questiormaire.




22SJ.^esP. BrawlcvDiuvc.S.W. • Atijusta. Geoacu 30314-4391 • (404) 880-8000
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